Introduction
The experiences of health and human disease is a process that can be understood as a continuum. The evolution of the person to the end of the disease involves a number of health practices supported by knowledge and cultural beliefs that often replace or continue the care given by a health care professional, established according to the biomedical model. Until the moment the health care contact begins, the informal care systems and processes for self care thrive and develop themselves.
Both of them are essential, however simultaneous professional care is also demanded. The care provided at home have historically been assumed by women, with important implications concerning gender.
In Europe, the aging population, increasing life expectancy and the growing number of people with chronic and disabling diseases directly affect the demand for informal care at home, but it has also affected the structures and forms of family life. The availability of caregivers is seriously threatened by: the progressive incorporation of women in the labor market, the mobility of family members and the smaller size of houses (1) . Aging Biomedical system has to return certain functions to the domestic environments of patients, which was taken over by the process of medicalization of natural processes. The biomedical crisis reflects its inadequacy for not keeping a dialectical relationship with the knowledge of the "profane", which would improve the quality of care (2) .
General objectives
To get to know the influence of the phenomenon of 
Specific objectives
To study the influence and/or changes performed by the immigration phenomenon in family structures and domestic environments. Also, to get to know the systems of beliefs and values that determine health care options performed in modern societies (self care, self treatment, professional systems, alternative systems, traditional medicine etc.)
Method
We present some results of an ethnographic project of a PhD thesis performed in Murcia (Spain), in 2010.
Study population: Murcia families with at least one family caregiver and/or an informal immigrant caregiver. Morales-Moreno I, Giménez-Fernández M, Pérez-Echevarría P.
Forty-eight extensive interviews were carried out. This paper will discuss only the subgroup of immigrant caregivers sample made up of 26 individuals, coded alphanumerically and according to the data caption.
The countries of origin and number of interviewees in each case were: Bolivia (9), Ecuador (8), Colombia (2), Venezuela (2), Romania (2), Honduras (1), Dominican
Republic (1) and Peru (1). Participant observation was also applied, following a validated array structure (3) .
The doormen and key informants were selected by convenience in an evangelical community ("El Rollo") and in a NGO (Cáritas-Murcia); then the snowball sampling technique was applied until achieving saturation. 
Results-Discussion
The domestic care environment: transformation of the home group and cultural meeting place in the care of older people remains, as in our study (4) .
An ethos of reciprocity in attendance underlies, with
connotations more specific to a family caregiver than to a working relationship, with personal involvement which includes the family institution. The principle of reciprocity, understood as a total social fact connected to the family institution, is confirmed. The presence of transnational movement is also confirmed, taking as analysis unit the caregiver's network, based on a multidimensional vision of care that transcends personal care applied to a dependent person (5) . This new model of domestic-familiar group includes variants and changes, defending the functionalism and the family care model.
However, in this phenomenon lies an important social change and invisible commodification of informal care.
Those are structural changes that reorganize the family institutions towards functionalism, keeping the personal relationship and the humane treatment (6) . The internal immigrant caregiver also refers to integration, but more slowly (7) (8) . Gender and the position in the social structure due to immigration shape the caregiver's situation in terms of insecurity and inferiority. This situation is very common in other countries in Europe today, as France, Germany, Switzerland and Holland (9) . We tried to question the role of dependents who delegate most functions to the immigrant caregiver, and therefore we identified a true replacement of roles related to kinship. However, there are still main family caregivers.
[ (10) .
Other health care systems: representations and practices
To understand the ideas and practices that revolve around the health/disease/care in the case of immigrant caregivers in our environment, it is necessary to know the main features of health care systems in their countries of origin, since the practice of self care and self treatment are determined in large part by them, and tend to be reproduced in the new environment (11) . Health practices have diverse characters, scarce in relation to The informal caregivers in Spain are mostly Latin American women, and therefore it was possible to recover several already mentioned theoretical approaches (13) . The conditions of formal health care determine the proliferation and development of the phenomena of the informal sector self care and self treatment performed by immigrants. This aspect can encourage its development, promoting the reproduction of cultural behavior patterns in relation to health in Spain. But self treatment practices also change, since the knowledge of social groups is not something culturally fixed, it is continuously restructured by new techniques, products and beliefs that are integrated to existing knowledge (12) . We noticed complementarity, has an effect on improving health, but also strengthens ethnic identity (13) . In Canada, 73% of African origin immigrants use traditional medicine, justifying their choice for holism (14) (15) . In the country, the application of complementary therapies by immigrant caregivers in the people they care for was studied, since this causes a lower frequency of hospital forwarding and use of sanitary services for dependents receiving the care. The immigrant caregivers highlight the lack of support and cultural sensitivity of the social and sanitary services as factors that boost the therapy complementarity which they exercise (16) . The intercultural relationship between traditional medicine and biomedicine also allows a holistic health care, promoting welfare pluralism.
This phenomenon is a structural factor present in all societies, not only in the area of analysis. In this area, A immigrant caregiver only advises not to apply such practices out of respect for customs and for fear of self medication with phytotherapy, in contrast to the loss of authority that usually occurs with chronic patients.
The cultural dialogue in informal care: opening the way for cultural miscegenation and hybridization
One may consider that the meeting of cultures is not a generator of conflict, but of cultural dialogue (17) .
We agree with this approach, because we found little evidence of cultural conflicts through care. Although (20) . Other studies assume the existence of certain biomedical flows from Spain to South America (specifically Ecuador), and not the other way around.
However, it was concluded that the flow of shipments and orders for certain products is established mainly to Spain, constituted not only by natural remedies and traditional prevention or healing elements difficult to obtain in Europe, but also by rather common medicines in our midst (12) . This flow is evidenced in our study, and
shows another form of intercultural meeting through health. To receive products of traditional medicine at a transnational level allows maintaining, producing and reproducing both their own health practices and the underlying ideology. Menéndez would justify this product flow as a structural process developed by biomedicine, as self-medication in relation to selfcare (21) . However, these studies have highlighted the great symbolic potential to strengthen the bonds of the large, transnational family, due to its relationship with the sphere of care (22) . According to other studies, the ideas in defense of natural products in nonWestern societies were raised in opposition to the toxicity of drugs and lifestyles. So, the idea of nature linked to traditional medicine is often combined with consciousness of class, ethnicity and national identity, opposing the foreign and the artificial, in a sort of health identity policy; expressing skepticism about drugs is a way to build dichotomies such as nature/technology or tradition/modernity (23) . These approaches are remedies are good because they are innocuous (24) . (25) . Addressing the image of the woman as the main consumer of traditional medicines allows proposing she is the one who supplies them and gives them to people she cares for, which perpetuates the invisibility of assistance pluralism. In addition to the integration and coordination, assistance pluralism must make it possible to respond to different ways of thinking and conceiving the process of searching for health, creating an understanding of cultural changes.
Conclusions
Immigration, specifically of women, is a phenomenon that has created a setting in Spain that offers many possibilities for mutual cultural enrichment, plus numerous ways to enrich, take care of and benefit specifically the dependent group in the household/family environment. Morales-Moreno I, Giménez-Fernández M, Pérez-Echevarría P.
Self-treatment and self-care practices represent an alternative to medicalization, opening new paths toward a greater health self-management phenomenon, characterized by a greater capacity of autonomous decision by domestic care units for a less dependent relationship in relation to social assistance coverage provided by the State.
Knowledge and enlightenment of cultural sensitivity and life experiences on informal care through an ethnographic approach to the real needs of caregivers should be included in the evaluation and formulation of appropriate policies for dependent care.
